MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~63-009133
DEPARTMENT OF FUBLIC ‘um.u.'ru fuo ws.l.lunl3 18_P 2{}51 STATE FILE NUMBER
Regis D Na, o . .. rimary Registration District, No. 1_%3,____&59::"” s No. -

DO NOT WRITE T AN
ON THIS STUB AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whefe deceased lived. | institution: Residence before
Vs 300 a. COUNTY a. STATEmssouri b. COUNTY admission)

Rev. 4/59

b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1h <. CCI)TRY N tnside Limirs
1ows  St. Iouis 5 days wny Ste Ibuis Yos i No [

c. FULL NAME OF,Jf N in_hgspital, on) Inside Limits d. {If cutside, give location) ‘| Reside on Farm
43% ‘L‘I%.%’ie Rook |, oon AoDREss 5607 Mimika RO Yo Moty

HOSPITAL O

|Nsn'runo~Ho___~Qj_ta 1, Inc,

. NAME OF DECEASED First Middle Last i 4. DATE Maonth Day Yeer

(Type of print) OF
Amzie Samugh Sparkmen | PEA™February 22, 1963
. SEX 6. COLOR OR RACE 7. Morried X Never Married [J [8. DATE OF BIRTH | 9- AGE [last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
¥ale White Widowed [] Divorced [] -24-1892 71 Mcmlhs-l' Days | Hours r Min.
10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and state or country) [ 12, CITIZEN OF WHAT COUNTRY
during most gf wprking lifge even if retired} .
Pendr. Switch PoFeman: Railpoad | Aeova /e- O SA.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Samvel Sparkman Haoryie Z,)uw s Elizabeth Mae

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. INFORMANT Address

(Yes, no, or unknawn)] (Hf yes, give wer or dates of L Elizabeth Mae Spark-man 5607 Mimika

18. CAUSE OF DEATH (Enter only one cause per . INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

imeDIATE cause ) __Agute Pulmonary Zdems

Conditions, if any,]  DUE TO (b) Coronary Sclerosis

which gava rise fo

above E.hauu nd(n). A/ 0 l ’

statin e under- e

iying  cause laat.|  DUETO (c) Arterioselerosis >0 | H

PART Il. OTHER SIGNIFECANT CONDITEONS CONTRIBUTING TO. DEATH but not related to the terminal PART 1Il. If deceazed was female wes
disease condition given in PART | (a) there a pregnancy in last 90 days.

Carcinoma of Prostate [0 ves [ ONo | O vnknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMEIlCIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of ‘infury in PART | or PART |1 of item 18.)
PERFQRMED? ] A i
YES NC [T f

20c. TIME OF Vol Month, Day, Year |
INJURY  am.- -
P,

20d. INJURY OCCURRED T 20e. PLACE OF INJURY [e.g., in or about heme, | 208, CITY, TOWN, Ok LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, slru! nfflce bidg., ek.) .
NOT WHILE AT WORK [

21, ' | attended the decessed ﬁowmm:!_lln_liﬁﬁ_ wl_mﬁalusr snwm alive on .e‘bruﬂry 22 L] 1965

Death occurred at. 11:50 AM m on the date stated above, and to the best of my knowledge, from the.causes stated.
A

ATE AMENDED

=

Ly

L

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

N
i

B}

-
=]

DOCUMENT

MEDICAL CERTIFICATION

USE BLACK INK

22a. SIGNATURE {Degree or title) 22b. ADDRESS 22c. DATE SIGNED

1755 S. Grand Blvd, P -2 3=63

23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATIQN (City, 1own or county) (State)

6> |0nk Loosve CeemnYory G., Mo

24, l' N RAL DIRECTOR ADDRESS 25. DATE RECD. BY YOCAL REG. . AR’S,

Stygar & Son *uneral Home, St. Louis, M - 3 ‘ ”ﬁ

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




duud ol YiEd- vl

. H ¢ LLo
R L I S

' STATEMENT BY-LICENSED EMBALMER

hereby certify that the body \M'riévséu:;la‘me is:r.écd‘raéa on the reverse side of this certificate was embalmed by me,

or by - . ‘- .. .» ., Student Embaimer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No K;?{ﬂ

ot - P.O. Address

-. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER m his OWN HANDWRITING. (Failure to comply
with the ‘above- constitutes” grounds for revocation of license).
‘ If embalmed by a STUDENT, he also shall sign in his OWN handwrltlng - .
. F fethis body ‘ot embalmed -fact sheuld be so sfated,above Lap Taimro, B "

‘. : . a0t :L",_L




